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The clinical application of somatosensory evoked potentials (SEP) has helped resolve the diagnosis of both central and peripheral nerve diseases. In recent years, SEP techniques have been used to study the SN.
Patients and methods 1) Four patients with SN entrapment were observed (2 males, 2 females, mean (SD) age 37.5 (13-2) years, range 21 to 52, mean (SD) height 1-70 (009) metres). The clinical,radiological and electrophysiological data of the four patients are shown in table 1. 2) Twelve normal subjects (9 males, 3 females, mean (SD) age 34-3 (9 5) years, range 21 to 52, mean (SD) height 1-79 (006) metres) also side-to-side, there was no statistically sigmu-nificant difference in P1 latency. The amplithe tude of P1 was variable from one subject to another, and even from side-to-side. Never-1) in theless, P1 was the most reliable response and prius formed the basis for most of the analysis. Lateral SEP in patients may be considered abnormal if an interside difference in latency exceeds the mean value by more than 3 standard deviations. Because amplitude is such a variable measure, we considered a response as abnormal only if the ratio of smallest/largest amplitude was less than 0-5, or if the response was absent unilaterally.7 In none of our normal subjects was this ratio of amplitude less than 0 5 in both measurements. Thus each patient served as his/her own control and was also compared with a control group for latency and amplitude criteria.
PATIENTS: CASE REPORTS
The results of SEP from the SN of the affected side are shown in stimulation of the proximal trunk of the SN just below the inguinal ligament (fig 1) , and were almost normal after left IPB stimulation. Nevertheless, in 2 of 6 recordings, P1 was absent. After left PDB stimulation, the P1 amplitude was lower than normal. Moreover, in 3 of 5 recordings, P1 was absent. After left TDB stimulation, the cortical SEP differed from that of the normal side (table 3) . It may be concluded that there were abnormalities of the SEP from the two last branches. These data together with the observed abolition of SNAP (table 1) support the diagnosis of SN entrapment in the left femoral canal.
Neurolysis was performed in 1989 (Pr Sedel) and this operation agreed with the electrophysiological abnormalities. The SN was compressed in the medium third of the left thigh between the vastus medialis muscle below and a half-centimetre diameter fibrous band of the adductor magnus muscle above (fig 2) . The consequences of this operation were favourable, with resolution of previous pain. CASE 2 It can be seen from fig 3a and table 3 that there was complete abolition of the cortical responses on the right side. Treatment by 3 local infiltrations of corticosteroid (CTS) combined with rest, physiotherapy and oral nonsteroidal anti-inflammatory drugs (NSAIDs) brought about progressive improvement. Six months after the first SEP, the second SEP showed a complete recovery of cortical responses (fig 3b) . CASE 3 The first SEP after stimulation of the right IPB of the SN differed slightly from that of the left. The SEP from the other branches of the SN were identical for two sides (table 3) . Because of the normal SN'SCV in the leg and the normal SEP of the other branches of the SN, this suggested infrapatellar nerve entrapment. Two local infiltrations of CTS and oral NSAIDs were given for 15 days. Three months later, there was improvement of amplitude and latency of SEP after right IPB stimulation: the amplitude ratio was then 0-84. CASE 4 There was evident asymmetry of cortical responses after stimulation of IPB, PDB and TDB of the left SN compared with the right side (table 3) . Tranier 
